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« BATERRETEIRVLEIC. BEROERICEHITIEBREZITOAZIEGLE T, COAIF
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FLAVMAESTFIEREOEXSLUVALIUNEFIEREANDTERIIE. AL IM
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e EUT a1 2.5, 6. 7TIE EEREBAZIEGLET,

« £33, 4TIE. BERDGRICEH I BIETzRMHLET,
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1. *L\‘:OL\—C (About me)

EE% (First, Middle, Last name) «

EE-'EEE H (Date of birth) - %\%Eaﬁ%% (Medical record number) «
BEEFEES (Home phone) - EREEEES (Cell phone) -
ih?%?ﬁ %EE%’? (Work phone) - X—)L Emai -

'TIFF[ (Mailing address) +

2. *A@iﬁ%{%EEA (My health care representative)

I HLEDTRI A TEIRVEE RO > TEERLDOREZITOARBEAEALLT UTOD
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%_1‘E*§iﬁ;§1ﬁiﬂk (First alternate health care representative) &

EE% (First, Middle, Last name) «

Eg{%\‘ (Relationship) .
BEEEES Home phone) - HERESERE ol ohone) -

;b?z;jﬁaﬁ SEES (Work phone) + X—)L (Email) -

(ES (Mailing address) -

%: ‘ngﬁ%{‘ﬁiﬂk (Second alternate health care representative) :

.EE% (First, Middle, Last name) «

551% (Relationship) -
BEEFEES (Home phone) - HEEEERE S cel ohone) -
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3 *L\o) g?aﬂ'i (My Health Care Instructlons)
:@t7V3 /-t“‘;\ ja%‘*i@?%i\ Tﬁﬁgﬁ\ /D?‘%‘l—ﬁj—éa*ﬁtuob\—ct’) Fﬂﬁh\ﬁ< Tu_ L\o j—j\g*ia)
BRI BEROBERBACERRKEEDIOHDIEHEAGDET,
UTOZERE T BEDIEHZ TR I LA TEXRT, chUd. BEHRIBEREAZEILLD 57D,
HEAED BN D oD LIHZETHREKR T,

A. FhDBREIETS (My Health Care Instructions) -

LUTFD3DDRAT. BEROELEZRLTLIETWV, T AERIBADERLS 25
FTEAREICDWTEZSZFIMTELTUUNE T, ENENORRICOVT. BERDOFLICRDHITL
EIREEI1DBEBATLIET L,

a. FREFIREE (erminal condition) ICXT§™ B H7R—k
i KOBEICUATE2HFLELE T,
s DBRITEDECDH. FEHIDCHTIRUVIRTUCHD DTS
o
« MDEBREEIL. CARBEZLTH6AUAICETETILEZTLS

1DICA = )L7ZEC A (nitial one option only) «

KREBEF21—TICEBANTREMEC R, BB, Wk H | EaziiFd 57
&)tCﬂﬁE@BED @5@%52&%%5}2 L/ ij—o (I want to try all available treatments to sustain my life, such as

artificial feeding and hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

REF1—TPRBICEIDATREMECKDHEDED %’Eﬁ%?ﬁtﬁ LEJo (want

to try to sustain my life with artificial feeding and hydration with feeding tubes and IV fluids.) ﬁ ﬂ@]ﬁ*ﬁ')@u}

u&%ﬁ@t\ SE 7&%"&%?’57’;&50)1’@03 %‘itzégj'iﬁ/lm (I do not want other treatments to

sustain my life, such as kidney dialysis and breathing machines.)

REF1—TICEBATREMGCRE. BREEN. Wk B EDERZHMIT BT
M@f’ﬁ%ti‘%&iﬁho (I do not want treatments to sustain my life, such as artificial feeding and hydration
with feeding tubes, IV fluids, kidney dialysis or breathing machines.) 'r;&ﬁ‘:i@:b\ E%LC%@‘ET%
5 L\TCL\—C‘jo (I want to be kept comfortable and be allowed to die naturally.)

FDBERAEBEAD DOEBRMEFELFE L MO TEERIZZERLICLET. #A
@TC&D‘:;;&EET% C (\:_%?\%tzé L i'd'o (I want my health care representative to decide for me, after talking
with my health care providers and taking into account the things that matter to me.) J«X—Fo)tg“\/ 3BIC. *L\
[ &:’DTEE@: &:%EE)\ L/T L\ij'o (I have expressed what matters to me in section B below.)

b. BEEITHERE (advanced progressive illness) ‘:;(“j'-a_é"j'l-ﬁ_ ~
FlE RDOBEICUATZHRELE T,
« FMCITETHORSA D H S
o

s EEREEIT. COXETIIHEING BRI EBICE{ L. FRICESRTBEEMDIERICH L
YEZTW3

hDo
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« EEREEEIE LIS ER UTHTSTBZILRBRVEEZITVS
« BAYIPKZ R EICIRAAT
« B OMEZTS
* B DOREPHDNETRHT S

1 OIC’f:y-V}L%?E)\ (Initial one option only) «

REFa1—TIELBALREMRCRE. BB, WRsRGE, £zl d s
&)‘L-__I-ﬁgtklzﬂb G)/I:I j \/ﬁ%?‘%tﬁ L/i—a_o (I want to try all available treatments to sustain my life, such as

artificial feeding and hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

REF1—TPRBICIDATREMECKDBETOEDHIT2H/RE L, 9o

(I want to try to sustain my life with artificial feeding and hydration with feeding tubes and IV fluids.) ﬁ Hﬁé*ﬁ)@

u}u&gﬁﬁt E %%ﬁ*#jéfu@@{'md);ﬁgtitggjiﬁ/bo (I do not want other treatments to

sustain my life, such as kidney dialysis and breathing machines.)

KRBEF21—TICEBATREMHECRE. BEREN. Wk B EDEMZHEFT 571

&)o)iél\%‘itﬁgj’iﬁ/bo (I do not want treatments to sustain my life, such as artificial feeding and hydration

with feeding tubes, IV fluids, kidney dialysis or breathing machines.) I‘%LL- B L/ 5,..\0‘_§E2@C K%ﬁ
=3 L/ ia_o (I want to be kept comfortable and be allowed to die naturally.)

FDBFEAEBEAD DERMEFELREL MO TEERIZZRLIC LT A
@TC&)‘:H&ET% C t%%tzé L/ 353_0 (I want my health care representative to decide for me, after talking
with my health care providers and taking into account the things that matter to me.) l}(_Fa)tﬁ‘) 3BIC. ﬂx
[ KQ—CEEQC (\:%EEA L,—C (A ij—o (I have expressed what matters to me in section B below.)

c. KAICE ;&*EHE&ER(Permanently unconscious) ‘uﬁ?éﬂd—\ ~
FlF XDBEICUTZHLELEX T,

o BN

hDo

s ERRESEEDN BUERZIORI FJREMEIIIERICEVNEEZEZITVS

1 9‘:’(:“/'\"}L%§EA (Initial one option only) :

KREF21—TICEBATREMECRE. BB, Wkasa | EaziiFd 37
&)L;_fﬁﬁﬁﬁﬂo @;jﬁ\%/ﬁ%%tﬁ L ij—o (I want to try all available treatments to sustain my life, such as

artificial feeding and hydration with feeding tubes, IV fluids, kidney dialysis and breathing machines.)

REF 1T PRBICEDALREMECKIERETOEMHER ZHE Li?”o

(I want to try to sustain my life with artificial feeding and hydration with feeding tubes and IV fluids.) ﬁ H@ﬁ*ﬁ’(‘a

U?D&%Et%t. EE %%E*#—a_éﬁ_&)@{&@;ﬁgtitﬁﬁiﬁho (I do not want other treatments to

sustain my life, such as kidney dialysis and breathing machines.)

RETFT 1T ICEBATREMECRE. BREENR. Wk B DERZHIFT 37

wo);jﬁ%'r;tﬁgj‘iﬁﬁuo (I do not want treatments to sustain my life, such as artificial feeding and hydration

with feeding tubes, IV fluids, kidney dialysis or breathing machines.) 'l\;&ﬁ"ﬂ:\ B L__.“ L. E%CC?EZ@C (\:7&?‘%
LELET, (wanttobe kept comfortable and be allowed to die naturally.)

FDBRBERIEAD MOERREELFE L. M- TEELRCEZZERLIC LT A
@TC&)‘:;;&EE?% C t%?ﬁtzé L ij_o (I want my health care representative to decide for me, after talking
with my health care providers and taking into account the things that matter to me.) J—X‘F@tﬁ“) 3 \/B‘v:\ *L\
[ KOTEE@C K’&EEK L/—C LY ia_o (I have expressed what matters to me in section B below.)

FXaX 217 BiileTs (Document type: Advance Directive)

EE% (Full name) «

'/ 7 nafi%"i (Medical record number) «




EDLSaFEeHmE I DD\ FLIFFZELBUVLNIDOVWT ITFDORIR—XIZEBAT DD\ pliEZRTL

T( 7c Z_k LYo (You may write in the space below or attach pages to say more about what kind of care you want or do not want.)

B. _%Eﬁ‘: KOT@ET&‘K%’B - t (What matters mostto meis) «

COEIL VI BERNKRRE,. BEETIHRE. FLIIKAICTHTBOREICHZ5E
ICOABEREINE T, COTILa>YOFAZCHFLEDHIF. —BEDICEOTERRRCES L Z
BEDIELETEV, O avid. BEROGERAEBADBITERDET,

J«X—F‘;\ *A@AQETEE@: t-t‘-\a—o (This is what you should know about what is important to me about my life:)

,LX—FH:\ *.L\b‘AéETE%%ﬁﬁﬂE@%é CEELTWAIE T, (Thisis whatl value the most about my life:)

LX—FLJ:\ *.L\L: KO—C@AEE@EE@: c‘_’_'C‘?'o (This is what is important for me about my life:)

FhiE U TFOFETHR—FEN A5 IBEDNTERVDTHNUSL, EHEIFOIODILEZE

y}iﬁ/l/o (I do not want life-sustaining procedures if | can not be supported and be able to engage in the following ways:)

ZEHITBRHDINRTICTZS4I)L%ZER A (nitial all that apply)
Qﬁj\@:—x%fi RBL (Express my needs)

E,HH‘:*)TC55% LL\E& tg L@?’J‘Bﬁ@ﬁﬂléh% C & (Befree from long-term severe pain and

suffering)

ﬁﬁb‘\gﬁ_@\ E&(&L\éd)h\%gﬁﬁﬁ LTULVB & (Know who | am and who | am with)
EMHIFEEICDBDINTICET DL (Live without being hooked up to mechanical life support)
J’X—Fo)d: 5 7:3:\ Qﬁh—_ KO’C%U*@ZZ%‘;?E@JLC%DD?% & (Participate in activities that have

meaning to me, such as:)

BRAEBADNEERICEOTRVEERLIE BB TEIOIC. O YRR VLI D H BT,
_bb ‘:%kﬂT( =& LYo (If you want to say more to help your health care representative understand what matters most to

you, write it here.) ('@Jiti\ ‘:t}:é@T%h‘ri\ 5ﬁ\;§tiﬁtng@b\@t)

FXaX 217 BiileTs (Document type: Advance Directive)
K% Full name) - SRR EREE S (Medical record number) -




C. FEREMELEDER (My spiritual beliefs) «
BEAEACSEROEFEZ ITAAICH>TEVLWTUZLWMEDN - RBHERHLHDETH. o
RN BEN. MREFIORMZIERLRL EFRL T,
B0« REEERICDOVT ULTFDAR—XICEEAT DD\ AliEZ RTLTIIZE Vo (You may writein

the space below or attach pages to say more about your spiritual or religious beliefs.)

o E¥m'l§§ﬁ (More information)
BEAEACERREEICSERICOVTOBHRED SOV LEHFLUGR VWA COtwos3>0%T
FALTEEEL,

A. ASE (‘:.1@1@&% (Life and values)

MTFDAR—ZTIF BEHROANERMESHRICOVTESENE LTV, T AEREALER
HEED BEROBRICDOVTRETIRICRIIBEE T, Ul RIEDOESE. ERICET SR
BR. XL E R v U7 BRI B ATLREDZENT T,

AHE\ E:ﬁ':\ Tﬁ'ﬁégﬁ.‘:?\/\—t\ LX‘F@ZN—ZLCEE)\?’%?)\ IDJIJ%&%%I\QJT_I- l.x—C< T.:‘_\f_k\/\o (You may write in

the space below or attach pages to say more about your life, beliefs and values.)

B. 5‘3%@1% (Place of care)

BRZERITBGFICOVWTORERKD HBI5E. EDLIBIGERERLELETH, BEZRITTL
B RITT<KBRWSARIE B D XD BIZIE, . BAR—LA FFHERENR. LARITEER
& NEMEEE. BELBY) -

ECTREZZITIZVAN BB ZRIT o <BRUMNIDOVWT IFDIR—=RICEEAT 505
%5/%‘\1? L/TE¥I%H%EHEE?5 - 2:73\-(‘-‘3 ij_o (You may write in the space below or attach pages to say more about where

you prefer to receive care or not receive care.)

REaXo 217 . EuileTnE (Document type: Advance Directive)
K% Fullname) - SR ECIRE S (Medical record number) -




C. ZDh ©othen

CORMICIE. BERDBEREBAPERRSZEICRIUDEEDODNSMOER/ZRMIITHIH
TEE o MIVWLEVWERIR BEROFFIETRED—REBDET,

LX—FOJZ/\O_Z‘:LJ\ %\E\TT_]- L/TC%?E%@J%:&?% - (‘.’.75\"6 = gi—g_o (You may list documents you have attached in the

space below.)

D. 1&%/\0)53!5%[' (Inform others)

BERRII MELEFRDTFANS—ETRDOENTVBEERNT, ERENCSEHVBFRRELSE
FICOVT UTICEEEHDOALREFELE S e 2B EBAICFFAI T35 EA TER T aEAEA
DHH BERRDBEICODVWTRETDENTETET,

EE% (First, Middle, Last name) «

Eg{%\‘ (Relationship) .

g%%%ﬁ%% (Home phone) . %%%Eﬁ%% (Cell phone) .

I LEEES Work phone) + X—JL (Email) -

Eii (Mailing address) +

. %% (My signature)
%% (My signature) .

H{ (pate) -

5 EEEA (Witness)
%% @I}%'“:‘i\Airc (¥BD L‘?hb‘%?ﬂ]\ bT( TC éb\o (Complete either A or B when you sign.)

A. /.b\EIEA (Notary)

M (state of) : A8 (County of) +

HMDIZVDHETER FRELISH B (Date)

ﬁ%ﬁ)\ (Name) - Z-l/j\/')‘l‘l

%% (Signature) .

REaXo 217 . EuileTnE (Document type: Advance Directive)
EE% (Full name) - E”)?ﬁ%ﬂﬁﬁ% (Medical record number) «




B. EIEAO)E% (Witness declaration)

COENZERALTVREIFFLDEANZNDEVH BOFEAEZREL. ADIZVDHET
ERICBEBLID FANDBRZHBLTED BRZRESNTESI. COSRNOBENE %
BRELTUVET, o Fhid. FADBERABACAESRERAEATIZIZ FADEBETHHD
EtHA-

EJ-.EA% (D_7$) (Witness Name (print)) -

24 (Signature) +

BT (oate) :
EEA% (D_7$) (Witness Name (print)) .

Z4 (Signature) «

H{T (Date) -

7. ﬂ\@fﬁ‘?ﬁ'f‘ﬂi)\ﬂ 4:577% (Acceptance by my health care representative)

FFCDFERZTHEL. BEREBEALLTOEFEZR-ICLICRIRLE T,
yﬁg'f‘ﬁfiA (Health care representative)
EE% (D—'??) (Printed name) -

%% iTC (€ @1‘[@0)7&‘(%&5}3 (Signature or other verification of acceptance) .

H{T (Date) :

%_1'E§5ﬁ;§1'€EEA (First alternate health care representative) .
.EE% (D_7$) (Printed name) +

%% EYESa o)ﬂﬂo)Tg(EIEEE (Signature or other verification of acceptance) .

BT (ate) :

%:1%*55%%1%IEA (Second alternate health care representative) .
EE’% (EI_??) (Printed name) +

%% 357(:: | @1‘@@77?(%&5)% (Signature or other verification of acceptance) .

E 1T_I- (Date) -+

SHDOAF RN BEZIF DACRBUNDEFEZE I ADIOHIC. OHAIZEIR, KiEFHR. RFHE
DREBET7+— Vb CERZIRMEIZIECHTEERT, BEFBHRE>X— (Health Information Center) A
DEBVEDHE I, 1-971-673-2411, 711 TTYE7zIFCOVID19.LanguageAccess@dhsoha.state.or.us
FTIEIRLSETLN,

REaXo 217 . EuileTnE (Document type: Advance Directive)
10 K% Fullname) - 2R EREE S (Medical record number) -



mailto:COVID19.LanguageAccess%40dhsoha.state.or.us?subject=

;xwzi—- *J 7(Next Steps)
SAREMIEREN BRI D3 T RO & SBFIEBF 0TI

%ﬁ Lfé's (Discuss) «
s REBALLTKRELIEALBROBEICATIFEZHRLET (FLEEELTVLVARVESR) .
TR, C@Egﬁﬁﬁ%ﬁgﬁﬂ)ﬁ_&)ké')’C TRLRBANEBZTVWA =L E S

c ERBEIPERE LI ESICREDN RV ESBRIFECPHRLVWEANICELZLE T, RIFECPHRLL
RN EEROBEABACI-2C IV M#ETHED SEROFBELEI MR THEH 2L
X9,

| E-’Z?E'a' (Give copies) «
« BEKRDBERIEA
s BEERDBEF—L. Tl
« BEKRDEZELIRICERIRE TS

* kp.org PHOY b ERL. ZREHR LI aVIIBBLTA SAT7T77 T30 21
BRI B

o ElyXH:  Kaiser Permanente Process Center
Medical Records, Advance Directive
10220 SE Sunnyside Road, Clackamas, OR 97015-9734

*%%?5 (Take with you) .
s RPN EFERICITIBZEIE. AEFIBREDOIE—ZED. EEGLHFIFZLTHSSL5ICL
ESEN
« REABIRZZET2 S 9 AE—ZHFHBLFEL LD,

A-EH\H E'J‘L-E 3- (Review regularly)
« 520D DWTNODRELIEEICIE BEOHFLZRELET,

10T L (Decade) - HIBIDRBE LD SI10FER T E

BE (Death) - BT AADNTLK GO E

BEIE (Divorce) - BEIBERE RIRICKET BN B ofc L E

32 (Diagnosis) - ERERBRIRRELEZMHINI LS

BT ©ecline) - IREDRBRIRENEBELETXLIIBL LIS FHICBNTOEENRE#IC R o7

&=
5&%;%*5%%@2% (Changing your advance health care directive) .

HEDED oG EIE FILLVEBESRIIETRSEZERAL. BOOREBACREIZIER . Kaiser Permanente
[COE—ZiRHLTLIEE L,

REaXo 217 . EuileTnE (Document type: Advance Directive)

EE% (Full name) « E”)?ﬁ%ﬂﬁﬁ% (Medical record number) «

1M
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	住所（Mailing address): 
	関係（Relationship): 
	携帯電話番号（Cell phone): 
	氏名（First, Middle, Last name)_1: 
	自宅電話番号（Home phone)_1: 
	勤務先電話番号（Work phone)_1: 
	メール（Email)_1: 
	住所（Mailing address)_1: 
	携帯電話番号（Cell phone)_1: 
	氏名（First, Middle, Last name)_2: 
	関係（Relationship)_1: 
	自宅電話番号（Home phone)_2: 
	携帯電話番号（Cell phone)_2: 
	勤務先電話番号（Work phone)_2: 
	メール（Email)_2: 
	住所（Mailing address)_2: 
	氏名（First, Middle, Last name)_3: 
	関係（Relationship)_2: 
	自宅電話番号（Home phone)_3: 
	携帯電話番号（Cell phone)_3: 
	勤務先電話番号（Work phone)_3: 
	メール（Email)_3: 
	住所（Mailing address)_3: 
	栄養チューブや点滴による人工栄養補給や水分補給の生命維持を希望します。: 
	栄養チューブによる人工栄養補給や点滴、腎臓透析、呼吸器など、生命を維持するた: 
	栄養チューブによる人工栄養補給や点滴、腎臓透析、呼吸器などの生命を維持するた: 
	私の治療代理人が、私の医療従事者と話し、私にとって重要なことを考慮した上で、私: 
	栄養チューブや点滴による人工栄養補給や水分補給での生命維持を希望します。: 
	どのような治療を希望するか、または希望しないかについて、以下のスペースに記入するか、別紙を添付し: 
	以下は、私の人生で重要なことです。This is what you should know about what is important to me about my life: 
	以下は、私が人生で最も価値のあることとしていることです。This is what I value the most about my life: 
	以下は、私にとっての人生の重要なことです。This is what is important for me about my life: 
	自分のニーズを伝えること（Express my needs): 
	長期にわたる激しい痛みと苦しみから解放されること（Be free from long-term severe pain and: 
	自分が誰で、誰といるのかを認識していること（Know who I am and who I am with）: 
	生命維持装置につながれずに生きること（Live without being hooked up to mechanical life support）: 
	以下のような、自分にとって意味のある活動に参加すること（Participate in activities that have: 
	以下のような、自分にとって意味のある活動に参加すること（Participate in activities that have_1: 
	治療代理人がお客様にとって最も重要なことを理解するために、もっと伝えたいことがある場合は、: 
	信仰・宗教的信条について、以下のスペースに記入するか、別紙を添付してください。（You may write in: 
	人生、信念、価値観について、以下のスペースに記入するか、別紙を添付してください。（You may write in: 
	どこで治療を受けたいか、または治療を受けたくないかについて、以下のスペースに記入するか別紙: 
	以下のスペースには、添付した書類を列挙することができます。（You may list documents you have attached in the: 
	氏名（First, Middle, Last name)_4: 
	関係（Relationship)_3: 
	自宅電話番号（Home phone)_4: 
	携帯電話番号（Cell phone)_4: 
	勤務先電話番号（Work phone)_4: 
	メール（Email)_4: 
	住所（Mailing address)_4: 
	日付（Date): 
	州（State of): 
	郡（County of): 
	私の立会いのもとで署名・認証する日: 
	公証人（Name） - オレゴン州: 
	証人名（ローマ字）（Witness Name (print)]: 
	日付（Date)_1: 
	証人名（ローマ字）（Witness Name (print)]_1: 
	日付（Date)_2: 
	氏名（ローマ字）（Printed name): 
	日付（Date)_3: 
	氏名（ローマ字）（Printed name)_1: 
	日付（Date)_4: 
	氏名（ローマ字）（Printed name)_2: 
	日付（Date)_5: 


